Commentary to: Medically unexplained symptoms as a threat to patients’ identity? A conversation analysis of patients’ reactions to psychosomatic attributions by Burbaum et al. [1]  by van Ravesteijn, Hiske et al.
Patient Education and Counseling 84 (2011) 137–138Letter to the Editor
Contents lists available at ScienceDirect
Patient Education and Counseling
jo ur n al h o mep ag e: w ww .e lsev ier . co m / loc ate /p ated u co uCommentary to: Medically unexplained symptoms as a threat
to patients’ identity? A conversation analysis of patients’
reactions to psychosomatic attributions by Burbaum et al. [1]
Thank you for your interesting qualitative analysis of the
conversation between therapists and inpatients suffering from
medically unexplained symptoms. Your results provide us with
further insights in the communication between the caregiver and
the person receiving care. In your conclusion you state that
patients are inclined to react defensively to psychosomatic
attributions. Furthermore, you suggest that reattribution should
be introduced in a patient-centered rather than persuasive way.
We would like to discuss two aspects of your study. First of all,
we think that your conclusions are a logical consequence of the
original study design. The conversations that were analyzed in
your study were derived from a randomized controlled trial in
which patients were either offered psycho-educational reading
material, or ﬁve psychotherapeutic sessions based on the modiﬁed
reattribution model. The primary outcome in this trial was
motivation for psychotherapy; which implies that the psy-
chotherapists were not solely there to talk about the patient’s
symptoms, worries and (re)attributions. The therapist had a
‘hidden agenda’; namely: motivating the patient for therapy. We
suspect that this underlying goal played a major part in the
defensive reactions of patients. Therefore, we doubt whether the
interactional resistance of patients towards psychomatic attribu-
tions is really ‘‘an important stage in patients’ understanding’’, it
might also be a sign of resistance towards a therapist-centered
approach.
This brings us to our second point: in the conclusion it is
suggested that therapists should introduce reattribution in a more
patient-centered, rather than persuasive way. In our opinion this is
paradoxical because patient-centered medicine implies that the
patient’s own needs are the core focus of the treatment. We assume
that in this study this was not often the case, as these patients were
seeking treatment in the general hospital and probably had not
asked for someone to talk to about their attributions. Within this
study design, reattribution of symptoms, although carefully
brought up, can therefore hardly be patient-centered.
From our own experience we know that treating patients with
medically unexplained symptoms can be very difﬁcult as their
symptoms are often severe and their quality of life can be
signiﬁcantly impaired. When reading about your analysis it stood
out to us that we do not recognize the widespread defensive
reactions of patients. We are currently performing a trial in which
we offer mindfulness training to patients with persistent medically
unexplained symptoms who frequently attend their family
physician. We offer the training by inviting patients to learn
how to deal with their symptoms in a different way, without
symptom decrease or reattribution as primary goal. Primary
outcome measures are experienced physical health and quality of0738-3991 2011 Published by Elsevier Ireland Ltd.
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of 2.5 h in which meditation, yoga and other attention focusing
exercises are done. The deﬁnite results of our trial are expected in
November 2011. However, as 50 patients have already participated
in the training groups, we can already share some ﬁrst impressions.
Patients are more interested in participation than we expected;
they react positively on the fact that they are offered ‘training’
instead of therapy. During the training it is remarkable to see that
patients make their own attributions during and after the exercises
without the trainer sending them in a certain direction. By paying
careful attention to their body they seem to discover relationships
between their symptoms and their upbringing, relationships,
lifestyle, work patterns etcetera. The sharing of these attributions
in the group enhances other patients to also examine their
symptoms in their context. Some patients struggle with thoughts
about whether their symptoms might have a psychological
component; this is a topic which they freely discuss in the group.
As the trainer does not make any psychosomatic attributions, this
is probably the reason why we do not recognize the defensive
behavior in these patients.
We are aware of the fact that these patients are a self-selected
group, with a certain degree of motivation. Yet still, we question
whether ‘external’ reattribution by a therapist really is a
necessary step in dealing with medically unexplained symptoms.
Mindfulness training focuses on accepting the situation as it is in
a non-judgmental way and examining the meaning of it rather
than changing cognitions about it. This process seems to help
patients in freely discussing how their symptoms might be
related to their context. For some patients this is a start in making
their own reattributions, for others this means adapting lifestyle
without clear reattribution. Based on our experience, we think
mindfulness training might be an alternative for patients with
medically unexplained symptoms instead of reattribution
focused interventions.
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